Systemic venous anomalies are not uncommon in congenital heart disease particularly in atrial isomerism. When the atria are normally arranged a persistent left superior caval vein (vena cava) is the most common systemic venous anomaly and usually drains into the right atrium by way of the coronary sinus.
Absence of the right superior caval vein in atrial situs solitus is very rare and may present with either total absence of superior vena cava or partial absence above the azygos vein.' 2 When the right superior caval vein is absent there is always a left superior caval vein that usually empties by way of the coronary sinus into the right atrium.3 " The left superior caval vein may join the left atrium directly in patients with normal atrial arrangement, in which case all the systemic venous blood from the upper half of the body drains into the left atrium. 5 6 A persistent left superior caval vein draining into the right atrium by way of the coronary sinus is haemodynamically insignificant unless the patient is to undergo cardiopulmonary bypass, a surgical proRequests for reprints to Professor Fergus J Macartney, The Hospital for Sick Children, Great Ormond Street, London WCIN 3JH.
Accepted for publication 18 Standard electrocardiograms were available in seven cases. Frontal plane P wave axes were variable, ranging from -30°to 60°. Four cases showed an upwards and leftwards deviation of the P wave axis, but in no case was deviation extreme (less than -300). In three cases the P wave axis was within the normal range (0-90°). P-R intervals were in the normal range except in one case which showed a shortened P-R interval (0 10 s), no P-R segment, and a normal P wave axis. No case showed any arrhythmia preoperatively on a standard electrocardiogram. Conduction anomalies developed in three cases after operation. In case 4 complete right bundle branch block developed after total correction of tetralogy of Fallot. Case 5 showed transient second or third degree heart block during the first three days after an operative procedure in the coronary sinus area. The cardiac rhythm returned to normal three days after operation and a follow up electrocardiogram did not show any arrhythmia. In case 3 complete right bundle branch block developed after total correction of tetralogy of Fallot and 24 hour electrocardiographic monitoring showed sinus slowing with junctional escape during sleep. The QRS axis and evidence of ventricular hypertrophy varied depending on the associated intracardiac anomalies. There were no cases with intraventricular conduction abnormalities before surgery.
Chest x rays were available in seven cases. Cardiac size and shape and pulmonary vascular markings depended upon the associated cardiac defects. The superior mediastinal shadow on both sides of the spine was evaluated. A crescentic vascular shadow passing from the upper left border of the aortic arch towards the middle third of the left clavicle was evident in two cases out of seven. Case 2 showed a decreased mediastinal shadow to the right of the 
